Colorectal polyps are an important albeit uncommon cause of rectal bleeding in children. Colonoscopy promotes both rapid and accurate diagnosis and the opportunity for immediate therapeutic polypectomy. A 10 year audit of polyps diagnosed and treated endoscopically has been undertaken in the children's endoscopy unit. Twenty nine polyps were diagnosed from 730 colonoscopies; 24 were juvenile, two inflammatory, two PeutzJeghers, and one an adenomatous polyp.
the juvenile polyps were on the left side of the colon; 41% were distal to the sigmoid colon. However polyps were found throughout the colon, indicating that total colonoscopy is wise and rewarding in any child with persistent and intermittent rectal bleeding. Rectal bleeding in children is a relatively uncommon but important complaint and an alarming event for the parents. Colorectal polyps must be considered as a possible cause' but differential diagnosis is wide and includes anal fissure, trauma, infective enteritis, allergic enteropathy, chronic inflammatory bowel disease, Meckel's diverticulum, intestinal obstruction (intussusception), and congenital anomalies (duplication, malrotation).
I Painless intermittent fresh rectal bleeding is likely to be due to a polyp in the large bowel23 in a child who is well grown and not otherwise ill.
Fibreoptic colonoscopy and colonoscopic polypectomy are well established in adults, and the introduction of these procedures in children' 8 now permits a similarly safe, effective method to investigate the entire colon, with the possibility of immediate therapeutic polypectomy.'45I'" The polyp can be identified and removed safely and painlessly by colonoscopic polypectomy in an appropriately sedated child during the first, diagnostic examination. sometimes mixed with stools, to a massive bleeding episode.
The commonest type of polyps seen in this study were juvenile polyps (82-8%) and almost all were on the left side of the colon (see fig 1) , mostly around the rectosigmoid area, but also in the descending, transverse, and even ascending colon suggesting that total colonoscopy is essential in patients with bleeding to avoid missing polyps. All There is no evidence that follow up is required for children with one or two juvenile polyps. The question of follow up in children with multiple juvenile polyps is more uncertain. Juvenile polyposis, a precancerous condition requiring follow up has previously been defined as 10 or more juvenile polyps.'4 However we have experience of malignancy developing in an adult with less than 10 juvenile polyps previously removed and would so advise repeat colonoscopy in any child with four or more juvenile polyps, perhaps every three years in the first instance. Other studies suggest that patients with juvenile polyps who have three or more juvenile polyps or a family history of juvenile polyps should undergo surveillance for colorectal neoplasia. Periodic surveillance by colonoscopy with multiple random biopsies of both polyps and flat mucosa every several years seems appropriate for these patients.'5
Conclusion
Fibreoptic colonoscopy under sedation is a safe procedure in children. Colorectal polyps are a rare but important cause of rectal bleeding in children and some of these polyps, such as adenomatous polyp and Peutz-Jeghers polyps, need to be investigated with regular follow up colonoscopy to detect recurrence and early malignant changes.
Our results suggest that in certain categories of patients, such as those with unexplained rectal bleeding and suspected chronic inflammatory bowel disease, total colonoscopy is particularly rewarding.'6 Colonoscopy should be considered as a first line procedure in such patients as it is easy to establish or exclude bleeding pathology and has the advantage of biopsy and immediate polypectomy.
It is also very important that these children are investigated at a centre skilled in paediatric endoscopy and where there are facilities for expert histological review. China. Placebo decoctions were made to have a similar appearance, taste, and smell but from herbs not thought to benefit eczema. The children were expected to drink about 100 ml of warm decoction freshly made each day and, surprisingly, only five of them balked at it to the extent that they failed to complete the study (three active treatment, two placebo). Five others (one active treatment, four placebo) failed to complete the study because they were given either steroid treatment for asthma or an antibiotic for skin infection.
The children were assessed every four weeks using a standardised scoring system for erythema and skin surface damage. There appeared to be clear benefit during active treatment. The median percentage decrease in scores for erythema was 51% (34-5 to 72-6%) during the active treatment phases and 6% (-25-2 to 30 7%) on placebo, and for surface damage 63% (34-5 to 72-6%) during active treatment and 6% (-25-2 to 30 7%) on placebo. Ofthe 37 children completing the trial 19 were reported to have slept better on active treatment and three on placebo. When asked to say which phase of treatment was better the parents of 27 children identified the active treatment phase and of two the placebo phase. In eight cases the parents were unable to choose between the two phases. No toxicity was identified during the study but the authors point out that they have no information about long term toxicity.
How it works is not known but it does not appear to be a corticosteroid-like effect. The authors are cautiously optimistic about the potential value of the treatment and, although the trial was restricted to one form of severe eczema, they say that they have 'no reason to believe' that it would not be effective in other types.
Four cheers for Dr Ding-Hui Luo for her cooperation, say I.
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